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The American College of Physicians (ACP) is pleased to provide comments for the House Ways and 

Means Committee’s markup of health care price transparency legislation. We thank Chair Smith and 

Ranking Member Neal for holding this markup to examine bipartisan policies that would make our 

country’s health care system more transparent and accessible for patients. We strongly support the 

Improving Seniors’ Timely Access to Care Act, H.R. 3514, which is up for consideration in today’s 

markup. This legislation would streamline an unnecessary administrative burden in health care. 

Additionally, ACP offers several policy proposals to reform Medicare Advantage practices to 

ensure accountability and safeguard market competition.  

 

ACP members include 163,000 internal medicine physicians, related subspecialists, and medical 

students. Internal medicine physicians are specialists who apply scientific knowledge, clinical expertise, 

and compassion to the preventive, diagnostic, and therapeutic care of adults across the spectrum from 

health to complex illness. Additionally, internal medicine physicians make up the largest cohort of 

practicing primary care physicians in the U.S., accounting for more than 41% of the primary care 

physician workforce. 

 

Streamlining Prior Authorizations  

Prior authorization requirements in Medicare Advantage (MA) plans are a common concern for 

physicians and patients due to the unnecessary administrative burden and potential delays in much-

needed care. ACP strongly supports efforts to streamline prior authorization processes in MA to reduce 

unnecessary delays in patient care, ensure faster response times, and improve transparency.  

 

Prior authorization practices lead to higher administrative burden for clinicians and delayed or foregone 

care and negative health outcomes for patients. A 2022 HHS report detailed abuse in the prior 

authorization process. The report found that MA insurers “sometimes delayed or denied beneficiaries’ 

access to services, even though the requests met Medicare coverage rules.” Further, a survey of more 

than 600 medical groups in March 2023 showed that 84 percent reported an increase in their prior 

authorization requirements for MA plans. More recently, a 2024 Senate Investigative Report found that 

three of the largest MA organizations significantly increased their use of prior authorization for post-

acute care in recent years, through the use of artificial intelligence (AI) and machine learning systems, to 

https://oig.hhs.gov/oei/reports/OEI-09-18-00260.pdf
https://www.mgma.com/federal-policy-resources/spotlight-prior-authorization-in-medicare-advantage
https://www.hsgac.senate.gov/wp-content/uploads/2024.10.17-PSI-Majority-Staff-Report-on-Medicare-Advantage.pdf
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make prior authorization determinations. The report found that from 2019 to 2022, UnitedHealthcare, 

Humana, and CVS each denied prior authorization requests for post-acute care at much higher rates than 

they did for other types of care that are less costly, resulting in MA beneficiaries having reduced access 

to post-acute care.  

 

In ACP’s policy paper, “Putting Patients First by Reducing Administrative Tasks in Health Care,” ACP 

notes that “Administrative tasks that cannot be eliminated from the health care system must be regularly 

reviewed, revised, aligned, and/or streamlined in a transparent manner, with the goal of minimizing 

burden, by all stakeholders involved. Payers, public and private oversight entities, and vendors and 

suppliers must work together and actively engage with clinician societies and frontline clinicians to 

harmonize their administrative policies, procedures, processes, and forms regarding such issues as prior 

authorizations, payment reviews, reporting requirements, and others.” The College has repeatedly 

voiced support for the Improving Seniors' Timely Access to Care Act, which would protect 

patients from unnecessary delays in care and reduce administrative burden on physicians by 

streamlining MA’s prior authorization approval processes. We urge the Committee to pass H.R. 

3514 to ensure that our patients will get the care they need when they need it most.   

 

Ensure that Medicare Advantage Provides Greater Accountability and Transparency 

As the Committee examines additional legislation to improve health care price transparency, the College 

offers policy recommendations that would reform MA plans to protect patient health and realign the 

plan option with its original purpose – to deliver fair, high-quality, and fiscally responsible care for 

Medicare beneficiaries.  The inclusion of coverage for services such as prescription drugs, dental, vision, 

and even gym memberships has made MA plan options popular, with more than half of Medicare 

beneficiaries currently enrolled in MA plans. However, as MA continues to serve a larger portion of 

Medicare beneficiaries, physicians have seen firsthand the challenges our patients with MA plans face in 

navigating plan choices, unexpected costs, prior authorization, and access to clinicians and post-acute 

services. These barriers disproportionately affect those who are low-income, live in rural communities, 

or have several chronic conditions.  

 

In ACP’s recently published policy paper, “Protecting the Integrity and Quality of the Medicare 

Advantage Program: A Position Paper from the American College of Physicians,” the College 

recommends that MA plans use clear, standardized benefit designs to help beneficiaries make informed 

choices and ensure plan offerings prioritize meaningful health benefits over enrollment incentives. We 

also support efforts to ensure that MA plans provide clear, standardized cost disclosures to protect 

beneficiaries from unexpected financial burden. These plans should make publicly available data on 

usage and outcomes of supplemental benefits, such as telehealth, dental, vision, and hearing services, to 

ensure accountability.  

 

ACP strongly supports increased oversight of out-of-pocket costs to ensure plans have financial 

protection for beneficiaries. Despite the perception that MA plans save enrollees money, high out-of-

https://www.acpjournals.org/doi/10.7326/M16-2697?_gl=1*q0npqe*_gcl_au*MTU4MDk4MjkwOS4xNzY3NzE0Njg1*_ga*MjA3MTgxMTgxLjE2ODkwMDM3MzY.*_ga_PM4F5HBGFQ*czE3Njc4MzI1OTUkbzY2NCRnMCR0MTc2NzgzMjU5NSRqNjAkbDAkaDA.&_ga=2.147305975.1770969081.1767628324-207181181.1689003736
https://www.congress.gov/bill/119th-congress/house-bill/3514
https://www.acpjournals.org/doi/10.7326/ANNALS-25-04309
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pocket costs remain an important concern. MA plans frequently come with hidden expenses that add up 

quickly. The MA maximum out-of-pocket cost in 2025 increased to $9,350 for in-network costs alone, 

with even higher costs for out-of-network care. MA beneficiaries often face several copayments for a 

single condition, including fees for hospital stays, specialist visits, and diagnostic tests. Overall, this 

leads to unpredictable and burdensome costs for MA beneficiaries. Strengthening CMS oversight 

improves transparency, protects beneficiaries from unexpected financial strain, and ensures that MA 

plans prioritize affordability alongside access to care. 

 

Our MA policy position paper calls for MA plans to report on the usage and outcomes of supplemental 

benefits, such as dental, vision, hearing, and telehealth services. This information should be made 

available to CMS and the public to assess the value and impact of these benefits on patient health and to 

ensure accountability from the plans. There is limited publicly available data on how MA supplemental 

benefits are used and their effect on patient health outcomes. By having a more standardized reporting 

process for MA plans to report data on the utilization of supplemental benefits, CMS can better assess 

their role in improving health outcomes and make evidence-based policy adjustments. Making this data 

publicly available will support beneficiaries in making informed decisions about their health care 

coverage. Therefore, ACP supports Sections 3 and 4 within the Medicare Advantage MLR 

Transparency Act, H.R.9644. Section 3 would require MA plans to provide public reporting on 

detailed enrollee‑level data on supplemental benefits. Section 4 would provide greater oversight by 

requiring that MA plans report to the Centers for Medicare & Medicaid Services (CMS) on 

encounter data, including the allowed amount that a plan agreed to pay for a service in total and 

the total out-of-pocket costs the patient pays for a service.  

 

Furthermore, ACP strongly supports oversight and regulation of MA marketing practices to 

prevent misleading advertisements that confuse beneficiaries. Plans engaging in deceptive 

marketing should face penalties, such as fines or star rating reductions, to protect the integrity of 

the program and ensure that beneficiaries are able to make informed decisions. Reports from 

Medicare oversight bodies and advocacy groups have revealed a persistent and ongoing pattern of 

deceptive marketing tactics in MA, leading to confusion, unauthorized enrollments, and disruptions in 

care. Seniors and vulnerable persons with health needs have reported being misled by advertisements, 

mounds of paper mail, and sales agents who misrepresent plan benefits, resulting in unexpected out-of-

pocket costs and difficulties accessing their physicians. Specifically, these practices could be in the form 

of agents claiming that Medicare endorses their plan, threatening to remove the enrollee’s benefits if 

they do not sign up for their plan, and plans setting their own time limits for persons to sign up for their 

plan. States have reported various additional concerns, including marketing targeted at persons with 

dementia, or instances where enrollees were switched to plans that did not cover their current 

physicians. Community health plans have reported notable member disenrollment due to misleading and 

aggressive marketing tactics by competing plans, agents, or brokers.   

 

https://coverright.com/medicare-advantage/disadvantages/
https://www.federalregister.gov/documents/2024/05/06/2024-08711/nondiscrimination-in-health-programs-and-activities
http://www.medicare.org/articles/five-hidden-disadvantages-of-medicare-advantage-plans/
http://www.dlapiper.com/en-gl/insights/publications/2024/02/cms-upends-reporting-of-medicare-advantage-supplemental-benefits
http://www.finance.senate.gov/imo/media/doc/Deceptive%20Marketing%20Practices%20Flourish%20in%20Medicare%20Advantage.pdf
https://www.ncoa.org/article/misleading-medicare-marketing-dont-be-fooled-during-medicare-open-enrollment/
http://www.fiercehealthcare.com/payers/senate-panel-finds-medicare-advantage-marketing-complaints-increase-some-states
https://achp.org/letter-sfc-ma-marketing-broker-compensation/
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MA plans have increasingly relied on third-party marketing organizations and the use of lead generation 

to inflate costs for enrollees and taxpayers. The Federal Trade Commission defines lead generation as 

“marketing activity that generates consumer interest in a company’s product or service.” Spending on 

“agents and brokers' fees and commissions” by insurance companies investigated by the committee has 

nearly tripled, from $2.4 billion to $6.9 billion. Furthermore, the process of “seamless conversion” into 

these plans should be stopped entirely and reevaluated so that newly eligible Medicare beneficiaries are 

not automatically enrolled in their commercial insurer’s MA plan without their knowledge or 

understanding of the need to opt out.  

 

Health Care Price Transparency  

ACP strongly supports stronger pricing transparency in health care and appreciates this 

Committee’s objective to tackle this critical issue with this legislative markup. We supported the 

passage of the Lower Costs, More Transparency Act, which passed the House in the 118th 

Congress, and we continue to support its reintroduction and passage in this Congress under H.R. 

9393. This legislation would require important price publication requirements for hospitals, ambulatory 

surgical centers, imaging services, clinical laboratories, and health plans. We urge the Ways and Means 

Committee to pass this important legislation.  

 

ACP supports reliable and valid health care price information, expected out-of-pocket costs, and quality 

data that allows consumers, physicians, payers, and other stakeholders to compare and assess medical 

services and products in a meaningful way. We support provisions in this bill that would require health 

plans and health care facilities to clearly communicate to patients whether a physician or clinician is in-

network or out-of-network and the estimated out-of-pocket payment responsibilities of the patient. In 

our letter of support for this legislation in the previous Congress, we recommended that health plans and 

other health care organizations develop patient-targeted health care value decision-making tools that are 

written for patients at all levels of health literacy, that make price, estimated out-of-pocket cost, and 

quality data available to consumers. This information should be communicated in an easy-to-understand 

way.  

 

Additionally, H.R. 9393 would address price spreading, a common practice with pharmacy benefit 

managers (PBMs). PBMs administer prescription drug coverage for more than 266 million Americans in 

private and public health plans, making them the principal purchasers of prescription drugs in the United 

States. While they are supposed to help make prescription drugs more affordable, the reality is that 

prescription drug prices continue to rise. Prescription drug prices have increased by more than 10 

percent per year for each of the top 20 brand-name drugs prescribed to American seniors, and PBMs 

negotiate rebates from those higher prices. We support provisions in this legislation that would provide 

greater clarity on PBMs’ price spreading practices, in which PBMs charge health plans more for 

prescription drugs than PBMs pay to pharmacies, guaranteeing revenue for PBMs. Price spreading 

creates a perverse incentive for PBMs to favor more expensive drugs to get the largest revenue spread. 

http://www.finance.senate.gov/ranking-members-news/wyden-investigation-finds-rapid-growth-in-spending-on-marketing-middlemen-among-medicare-advantage-plans
http://www.healthcaremarketplace.com/understanding-medicare-seamless-conversion/
https://www.congress.gov/bill/118th-congress/house-bill/5378
https://www.acponline.org/sites/default/files/acp-policy-library/letters/acp_letter_regarding_hr5378_lower_costs_more_transparency_act_2023.pdf
https://docs.house.gov/meetings/IF/IF02/20180214/106855/HHRG-115-IF02-Wstate-GaynorM-20180214.pdf
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As physicians, we have seen the result of PBM price spreading, with our patients paying more out-of-

pocket for prescription drugs than what they need to treat and manage their chronic conditions.  

 

Conclusion 

Once again, we thank you for holding this important markup to examine impactful, common-sense 

policy solutions on health care price transparency. This work is critical to ensure that our patients 

receive the information they need to make well-informed health care decisions. We look forward to 

working with the House Ways and Means Committee to accomplish these goals. Should you have any 

questions regarding the recommendations outlined in this statement, please contact George Lyons at 

(202) 261-4531 or glyons@acponline.org.   

 

 

mailto:glyons@acponline.org

